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Note by Scottish Home and Health Department 

This Report has been prepared by a Sub-committee of the National Dental 
Consultative Committee and has been endorsed by the Scottish Health 
Service Planning Council. Following a recommendation of the Planning 
Council it is now being published for the information of health boards and 
other bodies and individuals with an interest in dental services for the 
handicapped. 

The Report, its conclusions and recommendations should not be taken as 
necessarily reflecting the policy of the Scottish Home and Health 
Department. 
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Preface 



The Sub-committee on Dental Services for the Handicapped was appointed 
by the National Dental Consultative Committee in 1982. The decision to 
undertake this work had arisen partly from members’ concern about the 
current level and standard of dental care available to handicapped persons, 
and partly from the priority accorded this group in the document Scottish 
Health Authorities Priorities for the Eighties (SHAPE). 

The report considers the needs of the mentally, physically and medically 
handicapped, and also draws attention to the special needs of the elderly, 
and of children, with handicap. It discusses the facilities required for the 
treatment of such persons, both in community and hospital settings, and 
particular attention is drawn to the need for health education and preventive 
care. A number of recommendations for improving services are made, and it 
is hoped that these may be implemented by health boards. 

I am pleased to have this opportunity to express my thanks to Mr Attwood 
and his Sub-committee for their hard work in the preparation of this report, 
and also to members of the Secretariat staff for their assistance and support. 



David Mason 
19 April 1984 

Chairman, National Dental Consultative Committee 
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Introduction 



L Following the identification of the mentally and physically handicapped 
as priority client groups in Scottish Health Authorities Priorities for the 
Eighties (SHAPE)/ 1 ) the National Dental Consultative Committee 
appointed a Sub-committee with the remit “to examine the current 
provision of dental services for the handicapped on as broad a basis as 
possible and to make recommendations about the future provision of these 
services”. 

2. Membership of the Sub-committee is shown at Appendix I. 

3. The Sub-committee is indebted to the individuals and bodies who 
assisted it in its deliberations by the provision of information on present 
arrangements for the delivery of the services and on the availability of 
information about the handicapped. (See Appendix II) 
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General Background 



4. Handicapping conditions have been defined as disorders which impair 
normal social, educational or recreational activities. (2) An individual is 
considered to be handicapped from a dental viewpoint if he or she is unable 
to obtain treatment in the ordinary way and requires some special service or 
skill in the delivery of dental care, or is at risk from the consequences of 
dental disease or treatment. 

5. This report deals with the provision of services to the mentally and 
physically handicapped, as well as those who may be described as medically 
handicapped since they possess conditions which may complicate routine 
dental procedures. It is also important to realise that the degree of difficulty 
encountered in the provision of dental treatment is not always related to the 
degree of impairment present. For example, some mentally severely sub- 
normal patients may be amiable and co-operative and require a minimal 
amount of dental care, simply carried out: others who are very slightly 
subnormal may have unreasonable fears and emotional problems which may 
render dental treatment almost impossible. No classification can be devised 
to cover this wide spectrum. Similarly, a comprehensive training in 
providing dental care for the handicapped requires extensive experience in 
the clinical disciplines involved. 

6. Many studies have reported on the oral condition of handicapped 
people. (3)(4)(5)(6)(7)(8)(9) Conflicting results have been reported with regard to 
differences in caries rate between handicapped and non-handicapped 
groups. These studies however agree almost unanimously as to the universal 
prevalence among the handicapped of periodontal disease, as well as 
significantly poorer oral hygiene compared to the non-handicapped, A 
much higher incidence of untreated caries and missing teeth is also reported. 
This suggests that often the only dental care received is for the relief of pain. 
This is unsatisfactory because many handicapped persons are unable to cope 
with dentures arid it is, therefore, essential that the natural dentition is 
preserved as long as possible. 
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7. Providing for the dental care of the handicapped requires a two-pronged 
approach. In the first place, patients, parents and caring staff require, from 
an early stage, dental health education and active involvement in preventive 
programmes to reduce the need for treatment. Secondly, an adequate 
service should he developed to provide a high level of dental care. In the past 
there has been a tendency for many handicapped patients to suffer from 
dental neglect and inadequate treatment, as a result of receiving only 
emergency treatment. This is changing, as parents and health service 
professionals have become increasingly aware of the value of dentistry 
resulting in a growing demand for comprehensive dental care rather than 
emergency treatment. Prevention of dental disease is a fundamentally 
important part of dental care of the handicapped. 

<x Handicapped persons require a level of dental care which is at least as 
comprehensive as that provided to the remainder of the population. Since 
persons suffei ing from handicap may have difficulty in making their dental 
needs known, responsibility for the provision of guidance and care must rest 
ultimately with the dental profession. 

9. T he aim of dental care for the handicapped should be the provision of the 
best possible treatment, incorporating 

a) prevention of pain or discomfort 

b) improvement of the patient’s appearance 

c) enhancing of the patient’s ability to eat 

d) assisting the patient’s speech 

e) maintenance of teeth for use as an accessory limb 

f) promotion of a satisfactory standard of dental hygiene. 

10. It is essential that all those responsible for the care of handicapped 
persons, especially those resident in long-stay hospitals and local authority 
homes, appreciate the importance of ensuring a high standard of oral 
hygiene. To this end, it is recommended that dental health education and 
preventive programmes, aimed specifically at the handicapped and those 
who care for them, should be instituted. 
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Mental Handicap 



11. Estimated rates of prevalence of mental handicap were given in the 
Memorandum “Services for the Mentally Handicapped” (1972)< 10 > and in 
the 1979 Report “A Better Life”. (11) The latter report concluded that since 
mentally handicapped persons were living longer, the rate of prevalence for 
adults shown in the earlier report was too low. 

12. Both sets of rates, applied to the Scottish population, 1981, are shown 
below in Table I. 



Table I 

Prevalence rates per 1000 population of mental handicap, and estimated numbers, Scotland, 

1981 



Numbers calculated using 







Rate I (10) 


Rate lb u) 


Rate I 


Rate II 


Moderate 


Pre-School 


3.0 


3.0 


945 


945 


or 


School Age 


3.6 


3.6 


2,830 


2,830 


Severe 


Adults 


2.0 


3.0 


8,096 


12,144 




Pre-School 


— 


— 


— 


— 


Mild 


School Age 


8.7 


9.3 


6,838 


7,310 




Adults 


2.5 


2.1 


10,120 


8,501 



13 . Asa result of population changes it is expected that the total numbers of 
mentally handicapped will fall by 1986, but “A Better Life” points out that 
little change is expected in the numbers with moderate or severe handicap. 
Further small reductions in prevalence may result from improved ante-natal 
care and the screening of pregnant women. 

14. Although large numbers of mentally handicapped persons, particularly 
those with severe handicap and those in the older age groups, are cared for in 
long-stay institutions, the majority of those with mental handicap live in the 
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community and rely on the Primary Dental Services and Community Dental 
Services for dental treatment. 

15. Problems arising in the dental care of mentally handicapped persons 
have been comprehensively documented by Scully and Cawsond 2 ’ These 
include self-mutilation involving the oral or orofacial tissues; a poor 
standard of oral hygiene, often exacerbated by a high intake of cariogenic 
foods; behavioural disturbances, particularly in the case of institutionalised 
patients; the inability of patients to co-operate sufficiently to allow 
treatment to be carried out under local anaesthesia; the inability of many 
patients to manage dentures; and difficulties arising from physical 
abnormalities. 

16. In addition, there may also be a medical complication (for example, 
many of the children with Down’s syndrome also have cardiac problems and 
in many handicapped children there is a combination of physical, mental and 
medical factors) and the co-operation of Consultants in other specialties is 
required, along with special facilities and skilled and experienced staff to 
provide an appropriate general anaesthetic service in order to render 
treatment possible. The dental treatment may be carried out by a variety of 
different operators according to the circumstances including a Consultant or 
an Associate Specialist or Senior Dental Officer. Continuity of care is 
important. The pre-operative assessment and planning of treatment is of 
considerable importance: the advice of Consultants in more than one 
specialty may be needed in order to ensure that the maximum benefit is 
obtained from an operating session. 

17. As with all handicapped persons, a high standard of oral hygiene and 
preventive care is paramount. Regular inspections are essential in the case 
of mentally handicapped persons who are unable to communicate 
adequately with others, and staff responsible for their care should take all 
possible steps to ensure that serious dental problems do not arise. Where 
eating is difficult, because of caries, gum infection, or denture difficulties, an 
inadequate diet may result in metabolic disturbances. A survey carried out 
by the Scottish Hospital Advisory Service in 1974 (12) comments on cases of 
undiagnosed pain being ultimately traced to dental origins. 

18. Members were of the opinion that the provision of dental treatment to 
the handicapped, particularly those in institutions, could be extremely 
rewarding. It was noted that such patients often enjoyed the personal 
attention they received from dental staff. With some degree of ingenuity, 
patients’ interests in maintaining an adequate standard of oral hygiene 
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might be stimulated and means devised whereby minor physical handicaps, 
which could discourage regular brushing of the teeth, could be overcome. 
The use of electric toothbrushes might be relevant in some cases, and plaque 
accumulation could sometimes be inhibited by chlorhexidine rinses. 

19. Although clinical prosthetic work with the mentally handicapped can 
present problems, these may sometimes be overcome by a dentist with 
special experience in treating such handicapped persons and special 
expertise in prosthodontics. In prosthodontic work in many instances the 
operative procedures are not complicated, although the diagnosis and 
prescription of treatment is frequently within the province of a Consultant in 
Restorative Dentistry. Hammond and Thomson* 13> reviewed the records of 
patients referred by General Dental Practitioners because of denture 
difficulties, and their analysis showed that in most instances fundamental 
design factors were identified as the basic problem. The recognition of these 
factors and their relationship to the complaint may be difficult and in this 
diagnostic procedure a Consultant experienced in prosthodontics could 
make an important contribution. Following this, it was found that in many 
instances their correction was within the sphere of General Practitioners 
who undertake routine prosthetic work. 
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Physical Handicap 



20. The only figures available on the prevalence of disability in Scotland, 
which were prepared in 1972 following the publication of a UK study, show 
that at that time an estimated 274,000 disabled persons lived in Scotland, 
and of these 51,000 were severely or very severely disabled. (14)(l5) These 
numbers do not however provide any indication of the numbers requiring 
special dental treatment. 



21. Physical handicap may be accompanied by mental disability; the main 
types of physical disability presenting problems to dental staff are cerebral 
palsy, neuro-muscular disorders, thalidomide defects, hydrocephalus, cleft 
lip and palate and visual and hearing defects. Where the patient’s 
intelligence is unimpaired, it should be possible to stimulate his awareness of 
the need for good oral hygiene, but clearly the maintenance of this can 
present mechanical problems, some of which can be overcome by the use of 
specially designed, or electric, toothbrushes. 



22. Many of the physically handicapped have difficulty in obtaining regular 
dental care because of problems of transport and access to surgeries. 
Patients restricted to wheel chairs can sometimes remain in them while 
receiving dental treatment; in other cases they may be lifted, or 
manoeuvred, by sliding across a board, onto the dental chair. However once 
in the dental chair, the treatment may well present no particular dental 
problems. It is important that physically handicapped persons should not be 
discouraged from seeking dental care in the community where appropriate. 
The more severely handicapped will frequently require specialised 
treatment facilities. These facilities will also be required for treating 
mentally handicapped patients. It is therefore recommended that greater 
use should be made of the available transport facilities' 16) and, where 
necessary, additional transport and special clinics should be provided for 
this service. 
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23. Difficulties arising in the dental management of handicapped persons 
vary according to the type and severity of the handicap. Such difficulties 
include involuntary movements of lips, tongue and head and the effects of 
mouth breathing in older children with cerebral palsy; epilepsy; problems 
relating to posture and mobility; drooling, caused by poor control of the oral 
tissues and of head posture; malocclusion, thought to be caused by abnormal 
muscular behaviour; and the weight of the head in the case of patients with 
hydrocephalus, especially following the administration of anaesthesia. 
Although defects of sight or hearing do not directly affect dental 
management or routine oral hygiene, care is required to ensure that patients 
suffering from such disabilities are given adequate information and 
reassurance while receiving treatment. 
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The Elderly 



24. The proportion of the population over the age of 65 is steadily increasing 
and the elderly now account for some 15% of the population. 

25. Many elderly patients are edentulous, but current trends show a 
decreasing proportion of edentulous patients. This trend will result in a 
greater need for restorative dentistry in the future. As elderly patients show 
much greater difficulty in adjusting to complete dentures for the first time, 
there will be a need to maintain teeth to support prostheses. 

26. Many physical and mental problems affect the elderly. These can cause 
significant problems in the provision of dental care. More than 10% of 
elderly people are housebound and a further substantial percentage walk 
with difficulty. Consequently a large number of elderly people have great 
difficulty in reaching facilities for dental care and treatment and statistics 
show that many receive no dental care whatsoever. It is necessary to provide 
transport and improve the domiciliary treatment system to ensure that these 
patients are not neglected. 

27. Where elderly persons have retained part of their natural dentition, 
periodontal diseases provide the major need for treatment. However caries 
may pose serious problems, where there is an increased intake of sweet 
foods. A large proportion of elderly patients show some kind of oral disease. 
Oral malignant disease occurs mainly in elderly persons, while reduced 
salivation, oral infections, or a frail atrophic mucosa may all produce 
discomfort leading to an inability or unwillingness to eat. It is important that 
all elderly people, even if edentulous, receive regular dental examinations. 

28. In 1979, 8,865 persons over the age of 65 were resident in mental 
hospitals and psychiatric units. (17) In addition, a considerable number of 
demented elderly people live in the community; Timbury (1979) quotes a 
study giving a prevalence rate for all forms of dementia of 65 per 1,000, of 
which half were of a severe degree. (18) 
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29. Dental problems relating to the demented elderly persons are 
compounded by problems of communication and perception. Many elderly 
are edentulous and of these the majority are capable of managing 
prostheses. This is, however, clearly not always true of the demented 
elderly. A study (i9) carried out in a psychiatric hospital in the Grampian 
Health Board in 1973 revealed that 30% of the patients over 65 were 
considered to be unsuitable for dentures. In the same study, routine dental 
examination revealed that 26% of the patients aged 65 and over required 
treatment. The experience of members of the Working Group suggests that 
the proportion found to require treatment is low compared with some other 
long-stay hospitals in Scotland, probably as a consequence of having 
en joyed the benefit of a regular and effective dental service for many years. 

30. The Sub-committee strongly recommends that a programme of regular 
dental screening of psycho-geriatric patients should be introduced as soon as 
possible. In addition, health education for the elderly should stress the need 
for regular dental examinations. 
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Children with Handicap 



31. The Court Report (1976) estimated that of children aged up to 15 years 
approximately 9% would need special health care because of physical, 
motor, visual, hearing and communication or learning disorders. In 
addition, it estimated that between 5 and 10% of children would be affected 
by some form of psychiatric disorder.' 20 ) Although these estimates relate 
ostensibly to England and Wales, the Barclay Report (1980) concluded that 
the picture in Scotland was unlikely to be very different. (21) 

32. While it is difficult to estimate the numbers of handicapped children 
who require special dental treatment, this has been assessed as between 
0.9% of children aged 0-16, and 2.4% of school age children. (22) 

33. Since dental surveillance must begin at an early age, it is necessary that 
the dental needs of handicapped children should be identified as early as 
possible, preferably at the assessment centres where handicapped children 
attended for diagnosis. There they can be seen by a dentist, all appropriate 
measures initiated, and follow up action arranged. It is extremely important 
that a Handicapped Children’s Register should be maintained in each 
Health Board area and it is recommended that the Register should include 
information on the need for supportive dentistry. The view of the Sutcliffe 
Committee that the Register should be made available to Chief 
Administrative Dental Officers is strongly endorsed. The Working Group 
also endorses the recommendation that the form SMR 7, which forms the 
basis of the Handicapped Register, should be altered to include items of 
dental importance.' 22 ) It would be extremely valuable to include disorders 
which affect the provision of dental care under the list of disabilities and to 
include dental care under the list of services necessary for the individual 
patient. 

34. Preventive care is essential in the case of handicapped children. It is 
extremely important therefore that Chief Administrative Dental Officers 
should have access to the Handicapped Register in each Health Board area 
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to facilitate early identification and the provision of dental care. 
Fluoridation of the water supply is the most effective measure that can be 
recommended. Where fluoride is not present in the water, either naturally 
or artificially, schemes should be developed to ensure that handicapped 
children receive fluoride supplements in the form of tablets or drops. 

35. The Chief Administrative Dental Officer should be responsible for 
implementing and co-ordinating the care for all handicapped children. 
Successful dental care will depend upon complete co-operation between the 
Community and General Dental Services and the Hospital Dental Service 
including Consultants in paediatric dentistry, and particularly, the 
Community Medicine Specialist (Child Health). 

36 . It is recommended that the statutory annual dental inspection of school- 
children should give priority attention to all children in special schools, and 
all handicapped children attending other schools. Arrangements are also 
required to ensure that handicapped children receive continuing dental care 
after leaving school. These should be co-ordinated by the CADOs. 
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Medical Handicap 



37. Medically handicapped persons, in the context of this report, are those 
who are at risk when receiving dental treatment. Conditions posing such 
risks are congenital and acquired heart disease, haemorrhagic and other 
blood disorders, kidney disease, diabetes, diseases involving steroid 
therapy, respiratory conditions and epilepsy. Since the wellbeing of the 
patient is involved it is essential that information about patients suffering 
from these conditions should not be withheld from dentists because of 
confidentiality considerations. 

38. In the case of many of these conditions, all that is required is the use of 
antibiotic cover, where bacteraemia may result, and the avoidance of the use 
of adrenalin. The administration of general anaesthesia may, however, 
present problems in a number of these conditions. 

39. Special problems arise in the case of haemorrhagic disorders. Although 
patients with such conditions can undergo regular examinations, preventive 
and simple treatment in general practice, or community dental clinics, most 
treatment should be carried out in specially equipped centres. 

40. Many handicapped persons are either at special risk of contracting 
Hepatitis B, or are Hepatitis B transmitters. These include renal dialysis 
patients, those who receive regular transfusions or injections, and 
institutionalised patients. It is important to provide specialised treatment 
facilities for these patients, to prevent cross-infection. 
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Facilities 



4 1 . Information on the dental treatment of different groups of handicapped 
persons, facilities available, and staff involved, is not collected routinely. In 
the experience of members of the Sub-committee, however, there is a 
considerable need for improved facilities and for additional staffing 
resources to be directed towards this category of patient. Handicapped 
persons fall into three groups in their needs for dental services: 

(i) Handicap involving teeth, face and jaws, eg Congenital or acquired 
deformity, disease of the oral tissues, impaired muscular function. 
Specialised treatment is provided as required by the Consultant and 
Specialist Service. Routine operative procedures are within the 
province of the General Dental Practitioner or the Community Dental 
Officer, with advice from a Consultant on treatment planning. 

(ii) Handicap causing dental treatment to be very time consuming, difficult 
of access or requiring sedation, eg spastic, mentally handicapped and 
geriatric patients. 

Patients in this group require suitable facilities, a well considered 
treatment plan, and skilled and experienced operators with an 
aptitude for handling such patients. Special training in the manage- 
ment of such patients, the technique of operating upon patients under 
sedation and dealing with prosthodontic problems is desirable for 
dentists undertaking this work. Support from Consultants in 
restorative dentistry and paedetric dentisty and from dental hygienists 
should be available. 

(iii) Handicap causing difficulty in obtaining access to dentists, eg arthritis, 
bronchitis, old age. 

This group of patients need a realistic treatment plan involving few 
attendances, to be carried out in suitably accessible places. The 
implementation of the treatment plan involves routine dentistry. 

Handicapped persons require dental treatment to be carried out as 
efficiently and comfortably as possible. To this end, their treatment should 
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be planned with care and carried out by mature and experienced operators. 
Dental treatment for their different needs involves contributions from 
suitably trained persons in the Hospital Service, the Community Dental 
Service and General Dental Practitioners. 

42. The report “Hospital Dental Services in Scotland”' 231 indicated that 
most areas required expansion to hospital services for physically and 
mentally handicapped. The report also noted shortcomings in equipment 
and hospital facilities in a number of areas. 

43. Evidence received from several Chief Administrative Dental Officers 
suggested that, as a result of improvements in recent years, the present 
demand for treatment was being met. This is however only the tip of the 
iceberg and as attitudes towards dental health are improving rapidly 
additional resources will be required to provide adequate dental care to all 
handicapped people. 



In the Community 

44. Where treatment can be carried out without any hazard to the patient or 
to the dentist, patients capable of co-operating are best treated in the normal 
environment of their own General Practitioner’s surgery or in the 
community dental clinic. Problems of access and transport, however, can 
discourage many handicapped patients from using available services, and it 
is recommended that transport facilities be utilised as required to assist such 
persons attending General Practitioners’ surgeries. Frequently the only 
service provided to the housebound and those resident in hostels is 
domiciliary visits by General Dental Practitioners. These domiciliary visits 
are often of an emergency nature, and limited in scope. 

45. Many handicapped persons living in the community, however, will 
require to be treated in special clinics with appropriate facilities and staffing. 
Such clinics should be available to all who need them. They are normally 
best situated in a hospital where haematological, radiological, anaesthetic 
and other services are readily available, and, ideally, with Consultant Dental 
Surgeons and Plastic Surgeons close at hand. There should be at least one 
such clinic in each area for the treatment of both handicapped children and 
adults. There should be no differentiation between facilities for mental and 
physical disability, since one may often overlap with the other and the 
requirements of both groups will in many cases be similar. Day and 
overnight stay beds play an important part in the provision of dental care, 
and these should be made available as required. 
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In the Long-Stay Hospital 

46. The general level of services provided in long-stay hospitals has, in the 
experience of the members of the Sub-committee, improved to a consider- 
able extent since the Scottish Hospital Advisory Service produced the report 
“Dental Care in ‘Long-Stay’ Hospitals in Scotland” in 1974. ( ,2 > There is, 
however, scope for further progress. (23) 

47 . There is a need for the oral condition of all newly admitted patients to be 
determined and it is recommended that this should be achieved by means of 
an initial screening. In addition, the mouths of all residents should be 
examined at regular intervals and treatment provided as required. Dental 
units with endotracheal anaesthetic facilities should be available to all 
patients in long-stay hospitals, along with all essential back up facilities and 
staff to ensure comprehensive dental care. 

48. Due to the high incidence of periodontal problems, there is much scope 
for promoting improvements in oral hygiene. This can include the provision 
of electric toothbrushes, chlorhexidene gluconate mouthwashes, and help 
and advice to staff. Dental hygienists could play a most valuable role in 
improving oral hygiene in day and residential institutions. 

49. Where residents in long-stay units have dentures, it is essential that 
these should be individually marked for purposes of identification. 
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Staffing 



50. A survey carried out by the Working Group revealed that the staff, 
shown in Table 2, who were employed by health boards, either full-time or 
part-time, had some commitment to the dental care of the handicapped in 
Scotland. In many cases however this amounted to only a few sessions. 

TABLE 2 

Staff involved in the provision of dental care to the Handicapped in Scotland, June 1982. 





STAFF 


WTE 


Consultants 


19.6 


* 


Associate Specialists 


12.0 


7.1 


Hospital Dental Officers 


6.0 


2.0 


Community Dental Officers 


62.0 


11.1 


General Practitioners 


31.0 


3.8 


Dental Hygienists 


17.0 


4.6 



* No WTE is shown for Consultants, as the majority see handicapped patients as required 
rather than on a regular sessional basis. 

51. The figures for hospital dental staff, show only those with a specific 
commitment to the treatment of handicapped patients, although most 
hospital dental staff will treat handicapped patients from time to time. In 
addition to Community Dental Officers with a specific responsibility for 
treating handicapped patients, most Community Dental Officers treat a 
small number of handicapped patients as part of their normal duties. It is 
interesting to note that 41% of hygienists employed by health boards have a 
regular remit to the treatment of handicapped patients. 

52. In addition to those employed by health boards on a sessional basis, 
many General Dental Practitioners provide treatment in their surgeries for a 
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number of handicapped patients. Problems of access and transpoit can 
however prevent many handicapped people from making full use of the 
available service. General Dental Practitioners can also carry out 
domiciliary visits but the scope of such treatment is often limited by the 
availability of portable equipment. The treatment of handicapped patients 
can also be very time consuming. There is a need for positive incentives to 
encourage the provision of a full range of treatment to handicapped 
patients. 

53. The number of Community Dental Officers taking a special interest in 
the treatment of handicapped patients has increased in recent years, since 
the addition of their remit was extended to cover the handicapped, as a 
priority group. Treatment is mainly carried out in clinics, but domiciliary 
visits are also made. A number of specially equipped mobile dental units are 
also in use. 

54. It is acknowledged that many General Dental Practitioners and 
community dental staff lack the training and experience required for work 
with handicapped persons, and there is a need for both groups of staff to be 
encouraged to undertake care of the handicapped, and improved facilities 
for domiciliary visits should be provided. Where necessary, additional 
professional and ancillary staff should be recruited to improve the level of 
dental care provided to the handicapped. There is an undoubted place for 
dental hygienists working with handicapped patients in the Community 
Dental Service. Unfortunately, the numbers employed in the Community 
Dental Service, are, at present, limited and it is recommended that their 
numbers should be increased. 

55. The proposal, by the Dental Strategy Review Group, that a closer link 
will be forged between the Community Dental Service and the hospital 
service in the treatment of such patients is endorsed. (24) In addition, it is 
recommended that there should be increased liaison on the dental needs and 
treatment of handicapped persons, between dentists and their medical and 
community nursing colleagues. 

56. The Hospital Dental Services Report^ found that dental care for 
long-stay patients was unsatisfactory. The report endorsed the ShiacU 23 > 
recommendations for staffing and noted a shortfall. Paragraph 3. 1 1.4 of that 
report reads, “The achievement of the Shiach norms will require additional 
Assistant Dental Surgeons or Hospital Dental Practitioners. We would like 
to see more posts established where Dental Practitioners with special 
training can be appointed to the specialists services in a full or part-time 
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capacity. There is a lack of suitable hospital basic training posts for Dental 
Practitioners who wish to be involved part-time or full-time in the care of 
long-stay patients. The number of House Officer and part-time General 
Dental Practitioner training posts for this purpose should be increased with 
possible secondment to the larger geriatric, psychiatric and mental handicap 
hospitals. It would be desirable to include some hospital practice as a 
component of post-registration vocational training.” 

57 Developments in the provision of dental services to patients in long-stay 
hospitals should be accompanied by an increase in the number of dental 
hygienists employed in hospitals. A high standard of oral hygiene for all 
long-stay patients is desirable. 



27 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Training for Dentists in Care of the Handicapped 



58. The undergraduate curricula of the Scottish Schools provide no formal 
teaching in the dental care of the handicapped as a separate subject, but 
attention to the special problems of the handicapped person is included in 
several other courses of instruction in each school. Students are made aware 
of the problems when they treat handicapped persons as a part of their 
clinical practice courses, but undergraduates can be afforded practical 
operating experience only with patients who present with relatively minor 
problems. As a result of this rather fragmented training, it is difficult to 
establish the amount of time the undergraduate curricula devote to dental 
care of the handicapped. 

59. Evidence received from the Deans of the Scottish Schools show an 
awareness of the need to instruct undergraduates in the care of the 
handicapped and a willingness to seek opportunities to enlarge their 
knowledge and practical experience. This entails improved staffing 
provision to ensure supervision and continued and compassionate care for 
handicapped patients accepted for treatment in dental hospitals in the 
course of undergraduate teaching. 

60. Dental care of the handicapped could be given a more formal place in 
the curricula which are currently under review. The provision of a series of 
lectures, discussions and seminars in the later stages of undergraduate 
training would draw the subject together, giving a fuller picture to the 
undergraduate. 

61. The hospital service provides adequate training for situations where 
specialist treatment is required (as in cases of congenital or acquired oral 
deformity, disease of the oral mucosa and impaired muscular function) 
within the established specialist training programmes in Oral Surgery and 
Oral Medicine, in Orthodontics, Restorative Dentistry and Paediatric 
Dentistry. Consultants provide specialised treatment and undertake 
diagnosis and planning of treatments most appropriate and beneficial to the 
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patient. Dentists in the other two branches of the dental service should be 
encouraged to seek the help of the consultant service. 

62 Community Dental Officers and General Dental Practitioners who are 
interested in undertaking dental care of the handicapped need more post- 
graduate training than the present range of short refresher courses can 
provide. Prevention of dental disease, conservative dentistry for children 
under sedation and prosthodontics in cases of impaired muscular co- 
ordination (spastics and geriatrics for instance) are obvious fields for 
extended courses and attachments to hospital departments. 

63 Following undergraduate training, there should be a component on the 
care of the handicapped in the various vocational training schemes now 
being established. Provision should be made for the postgraduate training 
courses for vocational trainees to include the dental care of the handi- 
capped. Trainees could be given practical experience with handicapped 
patients during their training period. Steps have been taken in this direction 
in the vocational training of Community Dental Officers in Scotland. 

64. To provide dental care where major problems exist and to provide 
continuity of care for each patient requires an increased number of dentists 
of Associate Specialist calibre, and there is a case for offering and funding 
“in depth” training to selected Community and Hospital Dental Officers. 
Courses of twelve months’ duration in Preventive Dentistry, Conservation 
or Prosthodontics provided in dental hospitals and clinics caring for the 
handicapped, perhaps leading to an MSc degree, would open an attractive 
career prospect to dentists who could become suitable for promotion to 
Senior Dental Officer or Associate Specialist status in the Community 
Service or the Hospital Service. 
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Summary of Recommendations in the Report 



Provision in different Areas in Scotland varies in the amount of dental care 
offered to the handicapped and in the ways in which it is arranged. Health 
boards should consider whether their services to the handicapped might be 
improved by attention to the following matters: 

1. dental health education aimed at the handicapped and at those 
responsible for their care, to promote increased liaison between 
colleagues in other health care professions and dentists. This should 
include preventive programmes and publicity to ensure all handicapped 
are made aware of the services available, (paras 10 and 55). 

2. a register of handicapped persons, including information on their dental 
needs and on disorders which affect dental treatment, available to 
dentists who care for the handicapped, (paras 33 and 37). 

3. early dental screening for all handicapped children, followed by annual 
inspection of children in special schools and continued care into adult- 
hood. Initial dental screening for elderly patients in long-stay hospitals 
and local authority residential homes followed by regular checking and 
treatment, (paras 27, 33, 36, 47 and 49). 

4. information for those who care for the handicapped about the facilities 
available — eg transport for handicapped persons attending surgeries of 
General Dental Practitioners, clinics equipped and staffed for the care of 
the handicapped and dental units with endotracheal anaesthetic facilities, 
(paras 22,26,45 and 47). 

5. appreciation of the very important contribution which dental hygienists 
can make to the welfare of handicapped persons and an increase in the 
number employed, (para 54). 

6. provision for the training and an attractive career prospect for dentists 
who are willing to devote their talents to the care of the handicapped and 
to undertake special training, (paras 58, 59 and 64). 

In many Areas only items 5 and 6 will require additional funding or diversion 
of funds on grounds of priority. 
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